Section of Neurology 575 to try to sit up at 15 months. Cheerful and apparently intelligent. Pneumonia when 1 year 3 months.
History.-Aged 3 months: Taken to the Royal National Orthopedic Hospital and found to have bilateral clubfoot and congenital scoliosis. No evidence of paralysis. Feet manipulated,-spinal frame supplied. Under observation since.
Aged 2 years 6 months : The right knee-jerk was brisker than the left, otherwise no defect in central nervous system. Aged 3 years 6 months: Could not sit up unaided; could move both legs but could not stand.
Condition This boy had never walked, and though I had him under observation for some time before the operation, we could not get him to walk. There is no doubt he has improved very much as a result of the operation. In this, as in most cases of this type of neural defect, the difficulty appears to be due to nerve roots being tied up in some way with a pad or prolongation of fatty and connective tissue, which is attached on one side to the skin, and on the other to the nerve roots or the theca. Here nothing was done beyond removal of his large pad of fatty and connective tissue; the dura m-ater was not opened.
A. H., an intelligent male, aged 27, states that his head has always been large, Six years ago, he felt sudden numbness in the left face, arm, and leg which, he states, recovered in two weeks. Since then he has had increasing weakness of the left upper limb, and progressive difficulty in abducting the upper limbs and raising them above the shoulder level. He complains of giddiness on change of posture, and bouts of headache and sickness.
On examination.-Moderate cranial enlargement. Optic discs and fields of vision normal. Pupils and cranial nerves normal, except for extensive sensory impairment to painful and thermal stimuli over the left half of the face and head, and similar impairment over the distribution of the spinal root of the right fifth nerve.
Left corneal reflex absent; right corneal reflex diminished. Weakness and wasting of supra-and infraspinatus, trapezius, and serratus magnus on the two sides (left>right) and of left quadriceps extensor. Fibrillation seen in spinati and quadriceps.
To cotton-wool touches, no sensory loss. Sensibility to pin-prick much impaired over C2 to C6 segments on the right, and 02 to C4 segments on the left side of the body. The loss of sensibility to hot and cold extends from Cl to C8 on the right, and C1 to C6 on the left side of the body. Joint sense impaired in fingers of left hand. Vibration normal. This case might be better termed syringo-encephalomyelia. The differential diagnosis rests between syringomyelia, myelodysplasia and the cervical type of spina bifida occulta. There is nothing in the skiagrams to suggest the last-named, and myelodysplasia can be excluded on the absence of family history and the progressive nature of the case. The hydrocephalus is of the communicating type, and notable thickening of the skull is seen in skiagrams. I associate the defective absorption of cerebrospinal fluid and the cranial thickening with pachymeningitis, as described by Schlesinger in his famous monograph. The ventriculograms, for which I am indebted to Mr. Wylie McKissock, show a diffuse symmetrical dilatation of all the ventricles and the iter.
It is interesting that the patient has no optic atrophy, and that his intelligence is normal.
Di8cu88ion.-Dr. WILFRED HARRIs asked whether the patient had ever had any form of convulsion, petit mal or epileptic fits.
Dr. R. M. STEWART said one might legitimately conclude that the cavitation was exercising its effects chiefly on the anterior portion of the grey matter, and perhaps on the direct pyramidal tracts. The upper limbs seemed to be particularly involved. He had studied the cord in hydrocephalus, and it was not uncommon to find hydromyelia, but he had not encountered a condition of this character.
Dr. IRONSIDE (in reply) said that there was no history of major or minor convulsions, either sensory or motor, or of Jacksonian fits.
Acute Syphilitic Meningitis with Papillcedema.-REDVERS IRONSIDE, M.B.
A. S., aged 48. Admitted with two weeks' history of headache, vomiting, and mistiness of vision. Three months ago was giddy, and walked unsteadily, but the giddiness has passed off. History of primary infection not ascertained.
On admission.-Showed bilateral papilloedema, with hmmorrhages: Right 5 diopters; left 4 diopters. R.V. Tf; L.V. A. Fields normal. Pupils react sluggishly to light; briskly on accommodation. Right ocular fissure wider than left.
Cerebrospinal fluid: 62 cells (lymphocytes) per c.mm. Protein: 60 mgm./100 c.c. Pressure: 120 mm. H20. Lange curve 5555432100. Wassermann reaction positive in cerebrospinal fluid and blood. Has been treated for three weeks with potassium iodide -and mercurial inunctions; later, novarsenobillon. Papilloedema now less than 3 diopters in both eyes. Still hamorrhages. R.V. A; L.V. A6.
This condition is of interest as simulating an intracranial neoplasm. The optic nerve abnormality is papillcedema, not a papillitis. There are no changes in the visual fields and no central scotoma. When the patient was first seen the swelling of the optic discs amounted to 5 diopters in both fundi. After five weeks' treatment the discs are flat, but there are still heemorrhages.
The history is of an acute onset, and the condition is probably due to a meningitis, which has caused a blockage in the subarachnoid space.
Dr. NFVIN said the difficulty in this case was that the pressure of the cerebrospinal fluid was 120 mm., whereas in syphilitic hydrocephalus there was a high pressure.
